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ABSTRACT 
REFORMS TO AUSTRALIA’S DISABILITY AND REHABILITATION SECTORS HAVE 
ESPOUSED THE POTENTIAL OF ASSISTIVE TECHNOLOGY AS AN ENABLER. AS 
NEW INSURANCE SYSTEMS ARE BEING DEVELOPED IT IS TIMELY TO EXAMINE 
THE STRUCTURE OF EXISTING SYSTEMS. THIS EXPLORATORY STUDY EXAMINED 
THE POLICIES GUIDING ASSISTIVE TECHNOLOGY PROVISION IN THE MOTOR 
ACCIDENT INSURANCE SECTOR OF ONE AUSTRALIAN STATE. 
METHODS: POLICY DOCUMENTS WERE ANALYZED ITERATIVELY WITH SET OF 
QUALITATIVE QUESTIONS TO UNDERSTAND THE INTENT AND INTERPRETATION 
OF POLICIES GUIDING ASSISTIVE TECHNOLOGY PROVISION.  CONTENT ANALYSIS 
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2 
IDENTIFIED RELEVANT SECTIONS AND MEANINGFUL TERMINOLOGY, AND 
CONTEXT ANALYSIS EXPLORED THE DOMINANT PERSPECTIVES INFORMING 
POLICY. 
RESULTS AND DISCUSSION: THE CONCEPTS AND LANGUAGE OF ASSISTIVE 
TECHNOLOGY ARE NOT PART OF THE POLICY FRAMEWORKS GUIDING 
REHABILITATION PRACTICE IN QUEENSLAND’S MOTOR ACCIDENT INSURANCE 
SECTOR. THE DEFINITION OF REHABILITATION IN THE LEGISLATION IS 
CONSISTENT CONTEMPORARY INTERNATIONAL INTERPRETATIONS THAT FOCUS 
ON OPTIMIZING FUNCTIONING IN INTERACTION WITH THE ENVIRONMENT. 
HOWEVER, THE SUPPORTING DOCUMENTS ARE FOCUSED ON RECOVERY FROM 
INJURIES WHERE DECISIONS ARE GUIDED BY CLINICAL NEED AND 
AFFORDABILITY. 
CONCLUSION: THE POLICIES FRAME REHABILITATION IN A MEDICAL MODEL 
THAT ASSISTIVE TECHNOLOGY PROVISION FROM THE REHABILITATION PLAN. 
THE LEGISLATIVE FRAMEWORK PROVIDES OPPORTUNITIES TO DEVELOP AND 
IMPROVE ASSISTIVE TECHNOLOGY PROVISION AS PART OF AN INTEGRATED 
APPROACH TO REHABILITATION. 
BACKGROUND 
The World Health Organization (WHO) recognizes that in addition to medical treatments that 
remediate illness and impairment, rehabilitation interventions are critical for enabling 
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3 
participation of people with disability (World Health Organization & World Bank, 2011). A 
range of rehabilitation services are provided for different populations in different jurisdictions in 
Australia. Significant reforms in the disability sector, including the rollout of a National 
Disability Insurance Scheme (NDIS) and the introduction of a National Injury Insurance Scheme 
(NIIS) propose to spread the lifetime insurance cost across the Australian population and fund 
individuals based on their need for supports including personal assistance, assistive technologies 
and home modifications. 
Australia’s new schemes emphasize the necessity of policies and practices that are evidence-
based and able to demonstrate social and economic outcomes ("National Disability Insurance 
Scheme Act 2013," 2013). While rehabilitation is acknowledged to be reasonable and necessary 
to regain functioning and promote quality of life, translation of research into evidence-based 
policy and practice is challenging (Johnston, Sherer, & Whyte, 2006; Tse, Lloyd, Penman, King, 
& Bassett, 2004). This study is part of a larger project exploring different perspectives on the 
principles and policies guiding assistive technology provision in Australia. 
Research has highlighted inequities and inadequacies in access to rehabilitation services for 
people injured in Australia (Harrington, Foster, & Fleming, 2015) and gaps in evidence for 
rehabilitation services provided (Foster, Allen, & Fleming, 2015). An assessment of the quality 
of rehabilitation services requires data not only on outcomes, but also the structures and 
processes guiding practice (Donabedian, 1988). While there is recognition of the importance of 
‘aids and equipment’ in rehabilitation in Australia, little is known about how assistive technology 
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is understood in current insurance systems, or how it is proposed to be addressed in reforms 
(Australian Rehabilitation Alliance, 2011). 
In the Australian state of Queensland, a Compulsory Third Party (CTP) scheme provides 
insurance for motor vehicle owners, drivers and passengers injured by, or in connection with the 
use of the insured vehicles. It funds services for eligible individuals, including rehabilitation. The 
scheme operates under the regulatory authority of the Motor Accident Insurance Commission 
(MAIC), which also promotes systemic change through activities including road safety initiatives 
and research. This study examined where assistive technology is located and how it is 
understood in the legislative and policy framework of Queensland’s motor accident insurance 
scheme, providing data to contextualize the translation of knowledge into policy and practice. 
METHODS 
This study adopted an interpretive approach and qualitative methodology, to take account of 
the multiple stakeholders involv d in assistive technology provision and their differing 
perspectives (Lopez & Willis, 2004; Yanow, 2007). Many activities in assistive technology 
provision, from referrals and requests for funding to evaluation reports, involve policy 
interpretation, so document analysis was chosen as the method of analysis. Documents provide 
an accessible source of data that would otherwise be difficult to access via interviews or 
observations (Bowen, 2009; Freeman & Maybin, 2011). Policy documents are particularly 
important as they represent formal communications that allow the researcher to examine the 
intent of law and policy and its implementation (Miller & Alvarado, 2005). The document 
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5 
analysis was completed by the author, an occupational therapist with a PhD in law and 
managerial experience writing and revising policy and implementing legislation. Ethics approval 
was not required as this study used data freely available in the public domain. 
Relevant legislation and policy documents published by MAIC were identified (see Table 1) 
and analyzed qualitatively in a systematic and iterative process of content and context analysis 
(Miller & Alvarado, 2005). The documents were approached with a set of questions in mind to 
guide the initial reading and screening to identify meaningful sections or passages (Bowen, 
2009). 
Content analysis began by reading each document to identify meaningful sections and 
pertinent information related to assistive technology and rehabilitation (or proxy terms) (Bowen, 
2009). Each document was then re-read more carefully, applying pre-defined codes from 
preliminary questions (see Table 2). This generated further questions that were used for the 
second and third reading and coding of the documents. 
The context analysis of the documents focused more on the hierarchy of the documents, and 
comparison between the documents and related research and policy literature. This required 
examination of the language to interpret the implicit and explicit intentions and priorities of the 
documents’ authors, and consideration of underlying assumptions or perspectives (Miller & 
Alvarado, 2005). Several conceptual lenses were applied to identify the dominant perspectives 
on rehabilitation and assistive technology (e.g. rehabilitation from a clinical perspective that aims 
to remediate impairment or rehabilitation from an holistic perspective that aims to optimize 
quality of life). Descriptions of the meaningul sections identified in the content analysis are 
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6 
presented in the results section of this paper, followed by a discussion of the context analysis and 
implications for policy and practice. 
RESULTS 
Locating ‘rehabilitation’ and ‘assistive technology’ 
The three documents all referred to and use the same definition for the term ‘rehabilitation’ 
but diverged in their interpretations. The term ‘assistive technology’ was not found in any of the 
documents, but proxy terms were identified. This section describes how the terms are used in 
each document in order of hierarchy. 
People injured in motor vehicle accidents in Queensland may receive rehabilitation if covered by 
insurance. Rehabilitation is regulated under the Motor Accident Insurance Act (hereafter referred 
to as ‘the Act’), which provides for a CTP insurance scheme, including the “rehabilitation of 
claimants who sustain personal injury because of motor accidents” ("Motor Accident Insurance 
Act 1994," 2013, p. Section 3(f)). 
Section 51 of the Act sets out the obligation of insurers to provide rehabilitation, defined in 
Section 4 as “the use of medical, psychological, physical, social, educational and vocational 
measures (individually or in combination)— 
(a) to restore, as far as reasonably possible, physical or mental functions lost or impaired 
through personal injury; and 
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7 
(b) to optimize, as far as reasonably possible, the quality of life of a person who suffers the 
loss or impairment of physical or mental functions through personal injury.” 
To ensure compliance with Section 51, MAIC has authority to issue standards and guidance 
for assessment and monitoring of rehabilitation providers, and issued the Rehabilitation 
Standards for CTP insurers in 2007 (Motor Accident Insurance Commission, 2007). The 
Standards set out principles of rehabilitation, roles of stakeholders and criteria for service 
delivery. While intended to promote best practice and support a consistent approach to 
obligations under the Act, the Standards interpret rehabilitation differently to the Act. Although 
including the Act’s definition of rehabilitation in the “Explanatory notes” on p.9, the Standards 
commence with a list of “Principles of rehabilitation in the CTP insurance scheme” that state, 
“The aim of rehabilitation is to optimize recovery of those injured in motor vehicle accidents” (p. 
6). 
Within the Standards, the principles also state that “Rehabilitation within the CTP scheme is 
based on a medical model where medical information is sought to validate the relationship of the 
injury to the motor vehicle accident, to define the nature and extent of the injury and to provide 
rehabilitation recommendations. The medical practitioner, from the outset of completing the 
medical certificate, is well placed to determine if the treatment proposed is likely to be of benefit 
and may consider the need for alternative treatment or further investigation if there is limited 
progress.” (p. 6). Despite this emphasis on the role of the medical practitioner in rehabilitation, 
medical practitioners are not mentioned in the section of the Standards titled, “Role of 
Stakeholders” which includes: claimant, insurer, claims officer, rehabilitation adviser/injury 
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8 
management adviser (referring to health professionals), rehabilitation provider, and legal 
representative (p.7-8). 
In addition to the Act and the Standards, MAIC published Guidelines for CTP Rehabilitation 
Providers (hereafter referred to as ‘the Guidelines’) in 2012, to promote understanding of the 
scheme and facilitate communication between rehabilitation providers and insurers. The 
Guidelines also cite the Act’s definition of rehabilitation (Part III, p.4), interpreted in a list of 
rehabilitation services including “aids and equipment to improve the claimant’s independence” 
and “home/vehicle modifications” (Motor Accident Insurance Commission, 2012, p. 4). 
Justifying interventions and measuring outcomes 
The documents were also analyzed to understand how rehabilitation and assistive technology 
devices and services are identified and evaluated. Insurers are obliged under Section 51 of the 
Act to make “reasonable and appropriate rehabilitation services” available to claimants ("Motor 
Accident Insurance Act 1994," p. 65). The Standards outline principles for rehabilitation that 
explicate factors to be weighed when determining what is reasonable, stating "Balance needs to 
be maintained between (i) the provision of an appropriate level of rehabilitation to achieve 
improved quality of life outcomes for injured persons, and (ii) community affordability of the 
CTP scheme” (p.6). 
The Guidelines set out the obligations of providers to justify their rehabilitation interventions 
with functional goals and measureable outcomes that reflect research evidence or clinical 
guidelines (p. 6). A process is described, beginning with assessment and formulation of an initial 
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plan to be approved. After a plan has been approved, providers are expected to submit regular 
progress reports and notification of discharge to insurers, “to ensure equipment, modifications 
and services (if required) are in place prior to discharge” (p. 9). 
With respect to the provision of “aids, equipment, home & vehicle modifications”, the 
Guidelines suggest that consideration be given to the most cost-effective options available and 
that requests include details about requested equipment, justified on the basis of “clinical need” 
and “supporting medical documentation” (p. 11). A suggested format for requests is provided in 
Form D (‘Equipment / Prosthesis Request’), with fields to provide information on the item, 
supplier, cost (separating components and labor costs) and the clinical need for the equipment, 
and the option to provide comparative information for other items investigated or trialed. 
DISCUSSION 
A lack of clarity regarding the aims of rehabilitation 
The document analysis found inconsistent interpretations of rehabilitation between the three 
policy documents, with im lications for practice, including assistive technology provision. The 
Act sets out obligations for insurers to provide rehabilitation to restore functioning and optimize 
quality of life. Part (b) of the Act’s definition of rehabilitation resonates with contemporary 
international interpretations of the term, most notably from the World Report on Disability 
(World Health Organization & World Bank, 2011, p. 96), which defines rehabilitation as "a set 
of measures that assist individuals, who experience or are likely to experience disability, to 
achieve and maintain optimum functioning in interaction with their environments". 
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Rehabilitation practices aligned to the WHO and World Bank’s definition would include efforts 
to improve access to and functioning in pre-injury environments and activities through a 
combination of products and services. This may involve accessorizing or modifying devices 
already owned and used by an individual claimant (e.g. phone, computer), introducing assistive 
technology devices (e.g. wheelchair), and integrating these with modifications to a home, 
workplace and/or vehicle, with consideration given to individual claimants’ informal supports 
and psychosocial factors. 
The Standards and Guidelines that were developed to support insurers in meeting their 
obligations are influenced by a medical perspective that frames rehabilitation in terms of medical 
treatment and recovery, without including optimization of functioning and quality of life. The 
focus in the Standards on ‘treatment’ and ‘recovery’ emphasizes rehabilitation as restoration of 
function, adopting only the first part (a) of the Act’s definition. The term ‘treatment’ is 
associated with remediation of illness or impairment, in contrast to rehabilitation, which more 
broadly aims to improve functioning, reduce impairments, and prevent complications (World 
Health Organization & World Bank, 2011). Framing rehabilitation within a medical discourse 
has implications for the types of assistive technology devices and services likely to be funded by 
insurers. 
Restricting the scope of assistive technology within rehabilitation 
Assistive technology is recognized by the WHO as a critical element of rehabilitation, and 
could therefore be interpreted to be within the scope of rehabilitation provided under the Act. If 
interpreted in this way, rehabilitation practices would likely include consideration of assistive 
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11 
technology devices and services along with frequently used parallel interventions such as 
redesign of the environment or activity and use of personal assistance (Smith, 2005). In contrast, 
if practicing in accordance with the medical model of the Standards, rehabilitation would 
probably include medical devices and equipment, but exclude most assistive technology devices 
and services. For example, rehabilitation for someone with a spinal cord injury may involve 
medical technologies or surgery aimed at remediating neurological damage or mproving 
neuromuscular function in the lower limbs. This treatment would be led by medical practitioners 
and is consistent with the medical model described in the Standards, but inconsistent with the 
obligation to provide rehabilitation as set out in the Act. 
Contemporary approaches to rehabilitation focus on optimizing functioning while 
recognizing the inherent interdependence of people, regardless of their health status. Yet the 
Guidelines adopt the medical model from the standards in listing “aids and equipment to improve 
the claimant’s independence” as a rehabilitation service (Motor Accident Insurance Commission, 
2012, p. 4). A focus on interventions that improve independence can exclude consideration of 
assistive technologies that promote quality of life but involve human assistance. For example, a 
wheelchair docking station in a vehicle to fit a wheelchair and tie-downs requires human 
assistance on each occasion of use, but significantly increases options for transport and therefore 
access to activities outside one’s own home. Likewise, a person may be able to shower 
themselves independently but expend so much energy on this activity that they are unable to 
participate in or enjoy other activities on the same day. Installation and use of an assistive 
solution, such as a shower chair and hand-held shower hose combined with personal assistance, 
can enable one to conserve energy for other meaningful activities, including leisure and 
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productive occupations. Thus, while intended to promote best practice and support a consistent 
approach to rehabilitation obligations under the Act, the Standards contradict the Act and risk 
excluding effective rehabilitation strategies, including assistive technologies to optimize quality 
of life. 
Provision of assistive technology devices separate to the rehabilitation plan and services 
Assistive technology was not referred to in the policy documents, but proxy terms were 
found in the Guidelines, which make reference to ‘aids and equipment’ and ‘home/vehicle 
modifications’. This is in the context of widespread and continued use of the terms ‘aids’ and 
‘equipment’ in Australia (Aids and Equipment Action Alliance, 2014), in contrast to the 
terminology of ‘assistive technology’ that was adopted by most other countries in the 1990’s 
(Heerkens, Bougie, & de Kleijn-de Vrankrijker, 2010). This implies a focus on devices designed 
specifically for people with disability, potentially excluding universally-designed products that 
may be more cost-effective and less socially stigmatizing (Bauer & Elsaesser, 2012). 
The terminology of ‘aids and equipment’ risks errors of omission and poor outcomes from 
assistive technology provision by neglecting assistive technology services (Friesen, Theodoros, 
& Russell, 2016; Harvey et al., 2012). Assistive technology services seek to address each 
individual’s personal and psychological situation (Wessels, Dijcks, Soede, Gelderblom, & De 
Witte, 2003) and may be required over the lifecycle of an assistive solution to ensure ongoing 
use. The Guidelines separate the provision of aids and equipment from the primary rehabilitation 
plan and do not make reference to assistive technology services such as trialing, fitting and 
customizing devices. Such information is important for comparing the cost-effectiveness of 
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13 
proposed interventions, as the assistive technology services may be sourced from more than one 
provider and cost more than the devices or components purchased. Researchers have suggested 
that greater emphasis on assistive technology services may reduce rates of non-use (Scherer, 
1996; Strong, Jutai, Plotkin, & Bevers, 2008) and promote effective allocation of funding for 
assistive technology devices and other resources (Lenker, Harris, Taugher, & Smith, 2013; Sund, 
Iwarsson, Andersen, & Brandt, 2013). The rehabilitation described in the Guidelines is time-
limited, with no mention of planning and provision of follow-up and maintenance services to 
support ongoing assistive technology use. 
CONCLUSION 
This study explored the legislative and policy framework for assistive technology provision 
in Queensland’s motor accident insurance sector as a preliminary step toward assessing quality, 
in the context of sector-wide reforms and policy development. The key findings relate to the 
inconsistent interpretations of the term ‘rehabilitation’ in the documents, and the separation of 
assistive technology devices from the rehabilitation plan and associated services. While only an 
exploratory study, these findings highlight the importance of language and potential for different 
interpretations of legislation that affect rehabilitation practices and outcomes. 
The definition of rehabilitation in the legislation is consistent with contemporary 
international interpretations that focus on optimizing functioning in interaction with the 
environment. However, the supporting guidelines and standards are explicitly framed by a 
medical model focused on recovery from injuries, where decisions are guided by clinical need 
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14 
and affordability. This may limit the range of interventions considered and exclude strategies 
likely to promote quality of life, including assistive technology devices and services and 
universally designed products. Aids and equipment, home modifications and vehicle 
modifications are being provided as part of rehabilitation, but there is not a framework or 
monitoring capacity for the assessment of needs, coordination and implementation of 
interventions, follow-up and maintenance, or measurement of outcomes. 
The language of assistive technology and concepts of devices and services are not part of the 
legislative or policy frameworks guiding rehabilitation practice in Queensland’s motor accident 
insurance sector. The absence of assistive technology from rehabilitation services is also 
apparent in Australian proposals for rehabilitation reform (Australian Rehabilitation Alliance, 
2011). However, the legislative framework in Queensland under the MAI Act provides 
opportunities to develop and evaluate outcomes from assistive technology provision as part of an 
integrated approach to rehabilitation. The Act provides a broad definition of rehabilitation that 
includes all interventions aimed at reducing or remediating impairment and optimizing quality of 
life. It also frames the provision of rehabilitation in an economic discourse of “reasonable and 
appropriate”, obliging service providers to consider the costs and effectiveness of proposed 
interventions. With its authority to issue guidance and standards and its monitoring powers, 
MAIC could play a more active role in ensuring minimum standards for AT provision and 
promoting practice improvements. 
Ac
ce
pte
d M
an
us
cri
pt
 
15 
REFERENCES 
AIDS AND EQUIPMENT ACTION ALLIANCE. (2014). AIDS AND EQUIPMENT ACTION 
ALLIANCE: MAKING PARTICIPATION AND INCLUSION A REALITY. RETRIEVED FROM 
WWW.AEAA.ORG.AU 
AUSTRALIAN REHABILITATION ALLIANCE. (2011). THE NEED FOR A NATIONAL 
REHABILITATION STRATEGY: SYDNEY. 
BAUER, S., & ELSAESSER, L.-J. (2012). INTEGRATING MEDICAL, ASSISTIVE, AND 
UNIVERSALLY DESIGNED PRODUCTS AND TECHNOLOGIES: ASSISTIVE 
TECHNOLOGY DEVICE CLASSIFICATION (ATDC). DISABILITY AND 
REHABILITATION: ASSISTIVE TECHNOLOGY, 7(5), 350-355. 
DOI:10.3109/17483107.2011.653000 
BOWEN, G. A. (2009). DOCUMENT ANALYSIS AS A QUALITATIVE RESEARCH 
METHOD. QUALITATIVE RESEARCH JOURNAL, 9(2), 27-40. DOI:10.3316/QRJ0902027 
DONABEDIAN, A. (1988). THE QUALITY OF CARE: HOW CAN IT BE ASSESSED? 
JAMA: THE JOURNAL OF THE AMERICAN MEDICAL ASSOCIATION, 260(12), 1743-1748. 
DOI:10.1001/JAMA.1988.03410120089033 
FOSTER, M., ALLEN, S., & FLEMING, J. (2015). UNMET HEALTH AND 
REHABILITATION NEEDS OF PEOPLE WITH LONG-TERM NEUROLOGICAL 
CONDITIONS IN QUEENSLAND, AUSTRALIA. HEALTH & SOCIAL CARE IN THE 
COMMUNITY, 23(3), 292-303. DOI:10.1111/HSC.12146 
Ac
ce
pte
d M
an
us
cri
pt
 
16 
FREEMAN, R., & MAYBIN, J. (2011). DOCUMENTS, PRACTICES AND POLICY. 
EVIDENCE & POLICY: A JOURNAL OF RESEARCH, DEBATE AND PRACTICE, 7(2), 155-
170. DOI:10.1332/174426411X579207 
FRIESEN, E. L., THEODOROS, D., & RUSSELL, T. G. (2016). ASSISTIVE TECHNOLOGY 
DEVICES FOR TOILETING AND SHOWERING USED IN SPINAL CORD INJURY 
REHABILITATION - A COMMENT ON TERMINOLOGY. DISABILITY AND 
REHABILITATION: ASSISTIVE TECHNOLOGY, 11(1), 1-2. 
DOI:10.3109/17483107.2014.984779 
HARRINGTON, R., FOSTER, M., & FLEMING, J. (2015). EXPERIENCES OF PATHWAYS, 
OUTCOMES AND CHOICE AFTER SEVERE TRAUMATIC BRAIN INJURY UNDER NO-
FAULT VERSUS FAULT-BASED MOTOR ACCIDENT INSURANCE. BRAIN INJURY, 1-
11. DOI:10.3109/02699052.2015.1075142 
HARVEY, L. A., CHU, J., BOWDEN, J. L., QUIRK, R., DIONG, J., BATTY, J., . . . 
BARRATT, D. (2012). HOW MUCH EQUIPMENT IS PRESCRIBED FOR PEOPLE WITH 
SPINAL CORD INJURY IN AUSTRALIA, DO THEY USE IT AND ARE THEY SATISFIED 
1 YEAR LATER? SPINAL CORD, 50(9), 676-681. DOI:10.1038/SC.2012.28 
HEERKENS, Y. F., BOUGIE, T., & DE KLEIJN-DE VRANKRIJKER, M. W. (2010). 
CLASSIFICATION AND TERMINOLOGY OF ASSISTIVE PRODUCTS. IN J. H. STONE & 
M. BLOUIN (EDS.), INTERNATIONAL ENCYCLOPEDIA OF REHABILITATION. 
BUFFALO, NY: CENTER FOR INTERNATIONAL REHABILITATION RESEARCH 
Ac
ce
pte
d M
an
us
cri
pt
 
17 
INFORMATION AND EXCHANGE (CIRRIE),. RETRIEVED FROM 
HTTP://CIRRIE.BUFFALO.EDU/ENCYCLOPEDIA/EN/ARTICLE/265/. 
JOHNSTON, M. V., SHERER, M., & WHYTE, J. (2006). APPLYING EVIDENCE 
STANDARDS TO REHABILITATION RESEARCH. AM J PHYS MED REHABIL, 85(4), 292-
309. DOI:10.1097/01.PHM.0000202079.58567.3B 
LENKER, J. A., HARRIS, F., TAUGHER, M., & SMITH, R. O. (2013). CONSUMER 
PERSPECTIVES ON ASSISTIVE TECHNOLOGY OUTCOMES. DISABILITY AND 
REHABILITATION: ASSISTIVE TECHNOLOGY, 8(5), 373-380. 
DOI:10.3109/17483107.2012.749429 
LOPEZ, K. A., & WILLIS, D. G. (2004). DESCRIPTIVE VERSUS INTERPRETIVE 
PHENOMENOLOGY: THEIR CONTRIBUTIONS TO NURSING KNOWLEDGE. 
QUALITATIVE HEALTH RESEARCH, 14(5), 726-735. 
MILLER, F. A., & ALVARADO, K. (2005). INCORPORATING DOCUMENTS INTO 
QUALITATIVE NURSING RESEARCH. JOURNAL OF NURSING SCHOLARSHIP, 37(4), 
348-353. DOI:10.1111/J.1547-5069.2005.00060.X 
MOTOR ACCIDENT INSURANCE ACT 1994, OFFICE OF THE QUEENSLAND 
PARLIAMENTARY COUNSEL  (2013 OCTOBER 29). 
MOTOR ACCIDENT INSURANCE COMMISSION. (2007). REHABILITATION STANDARDS 
FOR CTP INSURERS. RETRIEVED FROM HTTPS://MAIC.QLD.GOV.AU/WP-
CONTENT/UPLOADS/2016/06/FINAL_REHABILITATION_STANDARDS.PDF 
Ac
ce
pte
d M
an
us
cri
pt
 
18 
MOTOR ACCIDENT INSURANCE COMMISSION. (2012). MAIC GUIDELINES FOR 
COMPULSORY THIRD PARTY (CTP) REHABILITATION PROVIDERS. RETRIEVED FROM 
HTTPS://MAIC.QLD.GOV.AU/WP-
CONTENT/UPLOADS/2016/02/MAIC_GUIDELINES_FOR_CTP_REHABILITATION_PRO
VIDERS_2013_NOV_26.PDF 
NATIONAL DISABILITY INSURANCE SCHEME ACT 2013, C2013A00020, ATTORNEY-
GENERAL'S DEPARTMENT  (2013 4 APRIL). 
SCHERER, M. J. (1996). OUTCOMES OF ASSISTIVE TECHNOLOGY USE ON QUALITY 
OF LIFE. DISABILITY AND REHABILITATION, 18(9), 439-448. 
SMITH, R. O. (2005). IMPACT2 MODEL: INTEGRATED MULTI-INTERVENTION 
PARADIGM FOR ASSESSMENT AND APPLICATION OF CONCURRENT 
TREATMENTS.   RETRIEVED FROM 
WWW.R2D2.UWM.EDU/ARCHIVE/IMPACT2MODEL.HTML 
STRONG, G., JUTAI, J., PLOTKIN, A., & BEVERS, P. (2008). COMPETITIVE 
ENABLEMENT: A CONSUMER-ORIENTED APPROACH TO DEVICE SELECTION IN 
DEVICE-ASSISTED VISION REHABILITATION. PAPER PRESENTED AT THE 4TH 
INTERNATIONAL CONFERENCE ON AGING, DISABILITY AND INDEPENDENCE. 
SUND, T., IWARSSON, S., ANDERSEN, M. C., & BRANDT, A. (2013). 
DOCUMENTATION OF AND SATISFACTION WITH THE SERVICE DELIVERY 
PROCESS OF ELECTRIC POWERED SCOOTERS AMONG ADULT USERS IN 
Ac
ce
pte
d M
an
us
cri
pt
 
19 
DIFFERENT NATIONAL CONTEXTS. DISABILITY AND REHABILITATION: ASSISTIVE 
TECHNOLOGY, 8(2), 151-160. DOI:10.3109/17483107.2012.699584 
TSE, S., LLOYD, C., PENMAN, M., KING, R., & BASSETT, H. (2004). EVIDENCE-BASED 
PRACTICE AND REHABILITATION: OCCUPATIONAL THERAPY IN AUSTRALIA AND 
NEW ZEALAND EXPERIENCES. INT J REHABIL RES, 27(4), 269-274. 
WESSELS, R., DIJCKS, B., SOEDE, M., GELDERBLOM, G. J., & DE WITTE, L. P. (2003). 
NON-USE OF PROVIDED ASSISTIVE TECHNOLOGY DEVICES, A LITERATURE 
OVERVIEW. TECHNOLOGY AND DISABILITY, 15(4), 231-238. 
WORLD HEALTH ORGANIZATION, & WORLD BANK. (2011). THE WORLD REPORT ON 
DISABILITY. RETRIEVED FROM 
WWW.WHO.INT/DISABILITIES/WORLD_REPORT/2011/EN/ 
YANOW, D. (2007). POWER, POLITICS, AND SCIENCE IN THE STUDY OF COMPLEX 
ORGANIZATIONS. INTERNATIONAL PUBLIC MANAGEMENT JOURNAL, 10(2), 173-189. 
DOI:10.1080/10967490701323696 
  
Ac
ce
pte
d M
an
us
cri
pt
 
20 
TABLE 1: POLICY DOCUMENTS ANALYZED IN HIERARCHICAL ORDER 
Document title Year 
published 
Short name 
Motor Accident Insurance Act 1994  1994 the Act 
Rehabilitation Standards for CTP insurers 2007 the Standards 
Guidelines for CTP Rehabilitation Providers 2012 the Guidelines 
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TABLE 2: QUESTIONS DEVELOPED ITERATIVELY TO ANALYZE POLICY 
DOCUMENTS 
Preliminar
y questions 
Are the following terms mentioned in the documents? Where? 
 REHABILITATION 
 ASSISTIVE TECHNOLOGY 
Are these terms explicitly defined in the documents? 
Secondary 
questions 
What proxy terms are used to relate to rehabilitation or assistive technology? 
Is the use of the term assistive technology related to devices? 
Is the use of the term assistive technology related to services? 
Is there reference to specific examples of assistive technologies? 
Are there specific actions recommended for assistive technology provision? 
Tertiary 
questions 
Are there unexpected or unusual ideas about rehabilitation or assistive 
technology that appear? 
How does assistive technology intersect with other rehabilitation services? 
How are rehabilitation and assistive technology devices and services 
identified and evaluated? 
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